'Four' types of decentralization are distinguished in health care: deconcentration when the shift in authority is to regional or district offices; devolution when the shift is to state, provincial or municipal governments; delegation when semi-autonomous agencies are granted new powers; and privatization when ownership is granted to private entities. This article systematically reviews the experiences of local governments of Sub-Saharan African countries with the provision of health services during and after decentralization reforms. The article highlights the achievements, challenges and issues associated with decentralization. The review shows that most countries have mainly focused on the process by enacting numerous policies, regulations and standards with mixed outcomes for health services delivery. Decentralization in general, and resource transfer from the central to local governments in particular, are a highly political issue that influences the health reform strategy on decentralization. The literature shows the complexity of implementing decentralization schemes which strongly impact the health service organization and delivery. The theory of decision space applied in a comparative analysis found that some functions, particularly financing, remain under the control of the central state. Despite the numerous challenges, this review identifies some good practices in resources transfer, key determinants being the type of decentralization and the government's will to make legislative and administrative changes required for the effectiveness of decentralization. The literature search, even though systematic, resulted in a limited number of relevant publications with evidence on the link between decentralization and health services delivery. This is a largely unexplored research area, especially the use of financial resources by local governments, the factors that drive local decision-making processes and the effects of decentralization on health care sector performance.
Introduction
Decentralization is a concept for which there is no common agreement in the literature. It is difficult to define because of the differential meanings it acquires in different contexts (Mawhood 1983; Rondinelli et al. 1983) . Nevertheless, in public planning, management and decision-making, the concept of decentralization often refers to the transfer of authority or dispersal of power from the national level to sub-national or local levels of government (Rondinelli 1981) . In this sense, decentralization is about shifting power, resources, function and responsibilities for service delivery from the central government level to the local community or municipality levels within a country.
Another key feature of decentralization is related to the different forms it takes. The transfer of power, functions and resources from central to local authorities takes both political and administrative forms (Ribot et al. 2006) . Within the political form, the decisionmaking authority is delegated to lower levels of government, usually elected bodies or municipalities, and within the administrative form, greater managerial authority is delegated to managers or appointed bodies. A third form of decentralization is fiscal decentralization, which refers to an increased control of revenues by local governments to better meet local needs and increase the efficiency of service provision (Schneider 2003) .
Beyond the definition and forms of decentralization, questions arise about the motivation and objectives which may vary from country to country and from region to region. For example, in the case of Uganda, Chile and Cote d'Ivoire, the decentralization was carried out to improve service delivery (Shah et al. 2004) . In Uganda, a central part of the decentralization policy (Local Government Act 1997) stipulates that most central government powers and responsibilities for public services planning and delivery should be devolved to local governments. In Sri Lanka and South Africa however, the objectives of decentralization were related to a response to ethnic and regional conflicts (Treisman 2000) . Hentic and Bernier (1999) highlight that political decentralization is rarely guided by objectives like improving administrative effectiveness but rather reflects the necessity for consensus to maintain political stability.
The concept of decentralization developed by Rondinelli (1981) was first applied to the health sector by Mills et al. (1990) , Mills (1994) , Bossert and Beauvais (2002) . Decentralization in the health sector can be political, administrative and fiscal (Saltman et al. 2007; Maharani and Tampubolon 2014) . It can involve the devolution of some political, administrative or fiscal functions to local governments related to health service provision (Hutchinson 2002 ).
These functions include for example the management of health care personnel, hiring of staff, purchasing supplies and equipment, purchasing and delivery of services. However, in addition to devolution (a shift to state, provincial or municipal governments), three other categories of decentralization in the health sector are distinguished: deconcentration when the shift in authority is to regional or district offices; delegation when semi-autonomous agencies are granted new powers; and privatization when ownership is granted to private entities (Bossert and Beauvais, 2002; Saltman et al. 2007 ). Overall, the decentralization in the health care sector should take place along with the transfer or assurance of appropriate resources, which will make it possible to adequately respond to local health challenges (Saltman et al. 2007; Regmi 2014) .
This review focusses on Sub-Saharan Africa (the 50 African countries located south of the Sahara desert). The reason for doing so is that many countries in the region have carried out decentralization reforms, while a review of these reforms is absent. The recent systematic reviews in this area (e.g. Cobos Muñoz et al. 2016; Wickremasinghe et al. 2016 ) cover the low-income countries in general and do not specifically focus on the context of Sub-Saharan Africa. The decentralization reforms in Sub-Saharan Africa were largely supported by international institutions such as the World Bank. In 1998, nearly 30% of the World Bank Projects implemented in the Africa region had a decentralization component (Litvack et al. 1998) . A stocktaking survey was conducted by the World Bank in 2002 in 30 out of 50 Sub-Saharan countries to measure the extent of decentralization (Stephen 2002) . Experience and lessons from settings in Sub-Saharan Africa are essential to safeguard the initial level of health service provision and circumventing service deterioration when new decentralization reforms are designed. An overview of the evidence in this area is however absent. Despite the voluminous literature on decentralization reforms in Sub-Saharan Africa, hitherto, no systematic review on health services provision during and after decentralization has been reported for this region. Thus, our review helps ro understand the evidence offered by previous studies to better channel future research and to contribute to the health decentralization process in Sub-Saharan Africa. This article systematically reviews the experiences of local governments of Sub-Sahara African countries in the provision of municipal health services during and after decentralization reforms.
Materials and methods
We conducted a systematic literature search in November 2016 (last update) to identify research publications and policy reports that
Key Messages
• Sub-Saharan African countries have implemented complex decentralization schemes with a great diversity in the relationships and responsibilities of local governments and health boards, the decision space granted to local authorities over key management functions, the coordination and monitoring mechanisms among the stakeholders and decentralization implementation bodies.
• The decentralization in the health care sectors in Sub-Saharan Africa often fails to achieve its objectives since most countries focus on the decentralization process (e.g. enacting policies, regulations and standards) and not necessarily on the decentralization outcomes in health services delivery.
• The key determinants of good practices in health skills and resources transfer in Sub-Saharan Africa have to do with the type of decentralization and the will of the central government to make the legislative and administrative changes required for the effectiveness of decentralization.
addressed the issue of decentralization in relation to the health service provision by local governments in Sub-Saharan African countries. Publications that addressed decentralization in Sub-Saharan Africa but did not touch upon health services were out of the scope of the review. Three main search concepts were selected for this systematic review, namely DECENTRALIZATION, HEALTH CARE and SUB SAHARAN AFRICA. Synonyms and variations in spelling were considered when selecting the search terms. Figure 1 presents the exact search terms as well as their relation to the three search concepts mentioned above. We searched with these search terms in PubMed and Sciences Direct. We did not use MeSH terms in PubMed because their inclusion resulted in a very high number of irrelevant articles. In addition, we performed a search per country. As indicated in Figure 1 , we used three search limits: (1) the language of publication was limited to English and French; (2) we only included publications published after 2001 (the past 15 years); and (3) we included publications for which the full text was available.
The initial list of publications that appeared in each database was screened based on the objective of the review described above. Thus, publications that presented broadly or provided only general discussions on decentralization, health services or health care were excluded. The reference lists of the selected publications were also reviewed to identify relevant publications on the topic. The same inclusion and exclusion criteria were applied.
Given the limited number of published articles on the experiences in health services provision by local governments in SubSaharan Africa during and after decentralization, we also included official policy reports that outline the decentralization and its impact on or relationship with the health care sector and the health system (policy and governance, financing, human resources, drugs and health commodities, health management and information). To identify such reports for our review, we searched the websites of the governments in Sub-Saharan Africa as well as the websites of international organizations, namely the Educational Research Network for West and Central Africa, the Netherland Development Organization, the Royal Tropical Institute, the World Health Organization (WHO) and the World Bank. The web-sides of these organizations were screened to identify relevant reports in accordance with the search terms, inclusion and exclusion criteria listed earlier.
To analyse the content of the publications and reports included in the review, we explored the type of publication or report, its objectives, materials and methods, key findings, conclusions and recommendations for future research or exploration. Discussions on reliability and validity of the studies reported in the publications were also reviewed but we did not perform an additional systematic assessment of the quality of the study designs. We also did not exclude publications due to study design problems as the literature on this topic for Sub-Saharan Africa in particular, is scant. Yet, the limitations of the studies reviewed were taken into account in the formulation of our conclusions.
The findings on the decentralization reforms and their impact on health service provision were summarized based on the decision space theory as described in Bossert (1998) and applied for example in Bossert et al. (2003) , Bossert and Beauvais (2002) , and Bossert and Mitchell (2011) . This theory is defined as a range of effective choices that is allowed by the central authorities (the principal) to be utilized by local authorities (the agent). The space defines the specific 'rules of the game' of decentralized agents. In particular, we consider the various functions and activities over which local authorities will have increased choices: financing, service organization, human resources and governance.
We used both a narrative description and illustration in the form of tables. Given the primarily qualitative nature of the review and the diverse designs of the studies included in the review, no subsequent meta-analysis was conducted. Based on the PRISMA guidelines (Moher et al. 2009 ), we checked the quality of our systematic review using the PRISMA checklist (see Supplementary Appendix S1).
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Results
From an initial list of 49 publications obtained in the systematic literature search, 21 publications that met the relevance criteria, are included in the literature review. Figure 2 presents a flow chart of the publication selection process and Supplementary Appendix S2 presents a detailed description of each publication included in the review. The list of publications reviewed includes 15 research articles and 6 reports. All research articles are published in regional or international scientific journals. From the six reports, one report is a government report on the implementation of the decentralization policy, one report resulted from a national project on health decentralization and four reports resulted from a multicentre study. Overall, the results of the review showed that there is a very limited number of studies in SubSaharan Africa that directly or indirectly highlight the link between health services delivery and decentralization processes.
General characteristics of the selected publications
All publications are published since 2002 given our search strategy. Most of the publications report experience from case studies in a single Sub-Saharan African country (namely, Burkina Faso, Cô te d'Ivoire, Ghana, Mali, Niger, Nigeria, Senegal, Tanzania, Uganda, Zambia) but two cross-country comparisons are also included (Supplementary Appendix S2: publication 1, 2), in one of which Benin is also included. The majority of publications show the outcomes of decentralization on health services (services access, services financing, human resources etc.). Data and information provided throughout all publications mainly deal with the decentralization context and process, its effectiveness, the resources transfer and management.
The majority of the publications (16/21) use data from qualitative case studies that combine reports review and qualitative field survey (Supplementary Appendix S2: publication 1, 3, 4, 6-10, 13-15, 17-21) . Other designs used are qualitative field surveys only (3/21), (Supplementary Appendix S2: publication 5, 12, 16), and literature review only (2/21) [Supplementary Appendix S2: publication 2, 11]. In the majority of the publications (15/21), the study population and sampling method are clearly defined. However, in few publications (6/21), the sample size is lacking or is not clearly specified/ defined (Supplementary Appendix S2: publication 1-2, 11, 14-15, 18). The key decentralization characteristics and outcomes presented in the publications reviewed include the context, degree, type and process of decentralization; impact of decentralization in terms of effectiveness of resources transfer, equity, quality of care, financing, access and use of services, services organization. They are measured primarily in qualitative terms: description of variations between countries experiences; description of individual, organizations and countries experiences; insights on relationships. Only in two publications a quantitative approach is applied to measure services availability and utilization (Supplementary Appendix S2: publication 5), and quality indicators of Expanded Program on Immunization (EPI) services (Supplementary Appendix S2: publication 10).
Almost half of the publications (9/21) discuss the validity and reliability of their studies (7) (8) (9) 12, (18) (19) . The different methods used to ensure the study validity and reliability are pre-testing and review/validation of data collection tools, triangulation of data/information sources, recoding of data, and the use of statistic tests. The quality assessment of the publications indicate that all research articles (15/15) and half of reports (3/6) (except publications 18-20 in Supplementary Appendix S2) have an appropriate publication title, executive summary, study background and objectives, methodology, as well as results and discussion. However, the main weaknesses identified in the majority of the publications concern the description of the methodology, which is often not very detailed and clearly presented, as well as the frequent absence of discussion on validity and reliability of the findings (see Supplementary Appendix S2). Study limitations and areas for future research are also not always included.
The main findings reported in the 21 publications analyse the process and outcomes of decentralization with focus on the following issues: the context, degree and typology of decentralization, resources and skills transfer to local government, the effects of decentralization on health services delivery, the key issues and challenges encountered, and questions to explore. An overview of these findings is presented below followed by an overview of good practices based on the publications reviewed. 
Context, resources and outcomes of decentralization in health care
Four (4/21) articles discuss the context and degree of decentralization (Supplementary Appendix S2: publication 1, 9, 14, 19) The findings indicate that the health reform strategies towards decentralization took place in a specific political context. It differs greatly from one country to another as countries delegated and employed a mix of policy tools (Bossert and Beauvais 2002) . In the health care sector, the decentralization process is an essential political and local institutional factor. The power asymmetry among actors has a greater influence on the prioritization process at the local level than expected and intended (Maluka et al. 2011) . One report state (Bossert and Beauvais 2002 ) that holding of the core functions such as 'financing', 'services organizations', 'human resources', 'health access rules', 'governance' is influenced by the type and level of decentralization. In Mali, there are constant changes in the decentralization policy, which has undergone many important shifts with successive governments and administrations (Sidibé 2011) .
The resources and functions transferred are reviewed by eight publications (8/21). These publications report that the transfer ranges from planning, construction and management of health facilities to enforcement and monitoring of sanitary regulation in Benin, Burkina Faso, Mali and Senegal (Marthé et al. 2010; Guiro et al. 2011; Touré 2011 ).
In Uganda, the provision, management and maintenance of primary healthcare, primary education, roads and basic urban services are decentralized to districts (Muriisa 2008) . However, the transfer in most of the country is partial or incomplete. For instance in Mali, there is a partial transfer of infrastructure/equipment and human resources while in Uganda, some functions such as funding remain at central level. The outcomes and effectiveness of decentralization are mixed and its impact also differs from one country to another. The different areas assessed by the different publications include the decision space (9/21), the perceptions and beliefs of stakeholders (3/21), and the outcomes of decentralization on health services (14/21). Bossert and Beauvais (2002) report a theory of decision space in a comparative analysis of the health systems, including those in Ghana, Uganda and Zambia. The authors use a variety of different types of decentralization and range of choice of functions to be transferred to local governments (Bossert 1998) . This theory was adapted by Frumence et al. (2013) to examine experiences in Tanzania. Soura and Coulibaly (2014) used the same theory to briefly examine the case of Côte d'Ivoire. The findings are summarized in the Table 1 .
Using Table 1 on the country decentralization strategy and local decision space, it can be seen that the trends are towards narrow and moderate choice for financing functions and narrow choice for governance functions. The decision space for allocations of expenditure is moderate and narrow for salaries and for facilities boards. The report from four (4/21) publications on decision space (Bossert and Beauvais 2002; Bossert et al. 2003; Maluka et al. 2011; Soura and Coulibaly 2014) , broadly denote an intensive state intervention with delay in the resources transfer due to political interference in the resource transfer process and the central government's control over resources. Two (2/21) publications report that decentralization has increased autonomy in the mobilization of financial resources from local sources, and the possibility of deciding on how to use them. Local government's agencies are effectively responsible for delivering basic health services to citizens and health services, and health staff management are assigned to them (Khemani 2006; Frumence et al. 2013 ). The key issue that all publication point out is the local government's limited technical and financial capacities to deliver health services.
Perceptions and beliefs of stakeholders on the effects of the decentralization are either optimistic or pessimistic. Three publications (3/21) explore this dimension and report that for most of the respondents, decentralization is seen as a reform that increases local participation in identifying needs for health care delivery and financing (Anokbonggo et al. 2004a,b; Sakyi et al. 2011; Frumence et al. 2013) . The same publications report that other respondents feel that decentralization is also praised for reducing the problem of mismatch between what the districts actually need and what is made available by the central government. Overall, publications agree that decentralization has increased the flexibility in local planning and ownership of health projects at the district level (Munga et al. 2009 ). At the same time, there is a believe that the central government wants to get rid of costly sectors or areas of interventions such as health-related interventions (Marthé et al. 2010; Guiro et al. 2011; Touré 2011) .
With regard to the outcomes and effectiveness of decentralization on health services delivery, a very limited number of publications is found on the management of the core functions 'financing', 'services organization', 'human resources', 'health access rules' and 'governance' by local governments. Ten (10/19) publications report on the outcomes of decentralization on health in the areas of service management, capacity building, resource allocation and the use of services. Specifically, two (2/21) publications that explore the outcomes in terms of access to services, equity and quality of care, indicates that there is no clear evidence showing the impact of decentralization on health services (Bossert and Beauvais 2002; Bossert et al. 2003) . One (1/21) of the reports also suggests that there are only minor differences between decentralized and nondecentralized districts in terms of health status, process and outcome indicators (Hutchinson 2002) . Two (2/21) reports state that an increase in health services attendance and use is associated with decentralization. The key contributing factors are the availability of resources, particularly from international donors, community responsibility and ownership, community participation (Anokbonggo et al. 2004a,b; Hutchinson et al. 2006, Soura and Coulibaly 2014) . The key findings reported earlier are summarized in Table 2 . Table 2 . Outcomes of decentralization in health service delivery
Areas
Outcomes of decentralization Reference
Financing and resources allocations
Strong impact of government inputs on the use of curative care services by both children under five and adults. Higher budgeted amounts per capita were associated with the use of curative services. Better coordination with donors, greater ability to attract and retain staff, and higher use of government health services.
Hutchinson et al. (2006)
Provision of medical care and services has fallen far short of local needs through lack of finances.
Muriisa (2008)
Drug availably is not always adequate and was associated with funding for drug procurement.
Anokbonggo et al. (2004a,b)
Services organization and management
Little evidence on declining attention being paid to primary health care in favour of hospitals or unsustainable civil works.
Hutchinson (2002)
Human resources and capacity building
Greater evidence on the potential benefits of decentralization: improvements in training and capacity building, supervision and attention to primary health services, availability of district funds.
Hutchinson. (2002)
Decentralization reforms have resulted in more effective utilization of local information in the recruitment of health workers, ensuring better planning according to need.
Munga et al. (2009)
Governance at local level
Established bodies (local government ward and village decentralization bodies) had been very useful in facilitating community participation in the control of infectious diseases.
Semali et al. (2005)
Provision of the opportunity for the grassroots community to be involved in the planning process Frumence et al. (2013) There is a better community participation in the improvement of health care quality. Soura and Coulibaly (2014) Use of services Use of curative care was associated with the progression of the decentralization process; there was a general increase in patient attendance in hospital. Anokbonggo et al. (2004a,b) EPI coverage decreased to <53% compared with the pre-decentralization national average of 80% in the 1990s; decline in the number of EPI supervisory and delivery visits.
There is a significant decline in EPI coverage (DPT3) that cannot be clearly attributed to decentralization.
Bossert et al. (2003)
There was relatively little impact of decentralization on the utilization of outpatient services. Bossert et al. (2003) Issues and challenges of decentralization in health care
All publications reviewed discuss the challenges involved in health resource allocation and skills transfer to local governments. The underlying cause of these challenges reported by all publications is related to the central government's stranglehold on the key functions of decentralization. The different issues can be divided into four broad categories or areas as presented in Table 3 . In particular, the table suggests a highly political nature of the health resource allocation and skills transfer characterized by a continuous state intervention and politic interference. In fact, the decision-making of financial resource allocation and transfer remains under the control of the central or regional state. The same applies to the key functions in human resources management (Bossert and Beauvais 2002) . Local governments have limited financial and technical capability to manage the health personnel, equipment, and technical activities to deliver health services. The distribution of responsibilities, relationships and coordination mechanisms remain insufficient (Marthé et al. 2010 ; Ministère de l'Aménagement du Territoire et de la Décentralisation -Ouagadougou, 2014; Bekale 2011; Maluka et al. 2011) . Specifically, there is a lack of clear delineation of responsibilities and relationships between the levels of local government and health committees and boards, as well as a lack of coordination mechanisms between local governments, district management team and local partners. It has been observed that there is a confusion about responsibilities such as a lack of clarity regarding the local governments' skills and responsibilities for holding certain functions (management of human resources and administrative or legal acts).
A multi-centre study conducted in West Africa (Burkina Faso, Ghana, Mali, Niger and Senegal) by the Educational Research Network for West and Central Africa also shows that the decentralization is not yet effective (Malam Moussa and Ilboudo, 2011) . The study calls attention to numerous laws and regulations that are not synonymous with effectiveness in skills and resources transfer, but are considered for adoption. Thus, the main barrier remains, namely the control of the central state over financial and human resources. (2002) Lack of transparency in the allocation of resources and weak budgetary procedures with regard to record-keeping and auditing.
Muriisa (2008) Delay in the transfer of financial resources from the central state to local governments. Frumence et al (2013) , Marthé et al (2010) Weak financial capacities to support investments costs.
Sidibé (2011) Most of the local governments have a very limited own financial resources to deliver health services.
Bekale (2011), Soura and Coulibaly (2014)
Services organization
Lack of clear delineation of responsibilities and relationships between the levels of local government and health committees and boards.
Maluka et al (2011)
Insufficient monitoring, lack of an accountability mechanism, Inadequacy between the health and the decentralization maps.
Ministère de l'Aménagement du Territoire et de la Décentralisation -Ouagadougou (2014) Lack of formal coordination mechanism between health centres and local governments. Guiro et al (2011) Human resources
Most of the key functions in health personnel management are centralized. Bossert and Beauvais (2002) Lack of capacity and personnel at sub-national government level to exercise responsibility for service delivery: qualified people, especially highly skilled workers, were difficult both to recruit and retain because they are in high demand in urban areas and the private sector.
Muriisa (2008) Weak capacities of local governments to manage the health personnel equipment and technical activities Ministère de l'Aménagement du Territoire et de la Décentralisation -Ouagadougou (2014) Limited capacities of health staff and health management committees on decentralization and health resource transfer.
Ministère de la Santé -Bamako (the Royal Tropical InstituteAmsterdam (2008) Slow process of human resource and infrastructural development. Opare et al. (2011) Governance Political interference with the health personnel recruitment process. Intensive state intervention with delays in the process of health resources transfer.
Bekale (2011) Autonomy in health services organization and management by Local governments or boards was very limited, with a continuing centralization of personnel management.
Munga et al (2009)
Political harassment of civil servants, increased nepotism. Anokbonggo et al. (2004a,b) Problem of general accountability of local governments Khemani (2006) Local governments and decentralized health boards have often a very limit choice (decision space) over their key functions, especially for financing and human resources.
These findings are similar to the results from another comparative analysis done by Bekale (2011) in West African countries (Benin, Burkina Faso, Mali and Senegal) . Again, the central issue is the attitude of the central governments that experience a relatively high administrative burden, and this is slowing down the skills and resources transfer to local governments.
Good practices of decentralization in health care
Based on the publications reviewed, we outline several aspects of good practices of decentralization in health care reported in SubSaharan Africa. Despite the challenges reported above, some relatively good practices are reported in Ghana (Opare et al. 2011) and Tanzania (Frumence et al. 2013) . In Tanzania, the effectiveness of decentralization in the health care sector is analysed in terms of financial-related benefits, managerial-related benefits. Findings show that decentralization has increased autonomy in the mobilization of financial resources from local sources and the possibility of deciding on how to use them for the implementation of health services in the district. Furthermore, decentralization provides an opportunity for the grassroots community to be involved in the planning process and identify their local priority needs. Other benefits include enhancement of the accountability of health workers and reduction of bureaucratic procedures in decision making.
In Ghana, the findings show that the decentralization of the health care sector has enhanced monitoring and evaluation, the budgetary allocations to the health care sector, human and nonhuman resources transfer from the centre to the districts. Another key finding is that human resources render satisfactory service; the challenge, however, is that it is difficult to retain them due to frustrations that are characteristic of rural areas.
Although these publications have not focused their analysis on the success or relevant factors, it is argued that the satisfactory results achieved in Ghana and Tanzania have to do with the type of decentralization which influences greatly the resources and skills transfer to local governments. The decentralization structure in these two countries grants a large autonomy and decision space to local governments. In Tanzania, decentralization is one of the most important components of both local government and health care sector reforms aimed at transferring key functions, responsibilities, power and resources from the central government to the local authorities, as well as strengthening the capacity of local authorities (Frumence et al. 2013) . The country adopted a decentralization by devolution (D by D) strategy, in which local government are supposed to be largely autonomous institutions, free to make policy and operational decisions consistent with the country's laws, policies and institutions that have the power to possess both human and financial resources.
In Ghana, the 1974 Local Government structure described as the 'Single Hierarchy Model' sought to abolish the distinction between local and central government at the local level and to create one common monolithic structure (District Councils) which received the responsibilities of the totality of government at the local level (Opare et al. 2011) . When realizing the importance of decentralization in governance, in 1988, the government of Ghana put in place a decentralization programme based on governance values such as empowerment, equity, accountability, stability and checking of the rural-urban. This reform aimed at giving effective meaning to the decentralization by establishing a government system that is the four-tier metropolitan and three-tier municipal/district assemblies' structure.
These relatively good practices in health resources transfer to local governments could be useful for others countries. Beyond the frameworks, laws and others regulations governing the decentralization, the countries must lift the barriers to effective implementation of the decentralization policy that are the tendency for the national level holding on to authority, inadequate finances and low capacity of human resource and logistics at the regional and district levels (Opare et al. 2011 ).
Discussion and conclusions
As outlined at the outset of this article, decentralization is intended to improve the delivery of public services, including health services. This involves the effective transfer of functions, power and authorities from the central state to local governments. Our review of evidence on this topic for Sub-Saharan Africa indicates that despite the progress in the countries, the decentralization often fails to achieve its end. The different reports and articles show that most of the countries have mainly focused on the process by enacting numerous policies, regulations and standards with a mitigate outcomes in health services delivery. This has led to a partial or incomplete transfer of resources and skills due mainly to the intensive state intervention and the political interference. It can be concluded from the review that decentralization in general, and resources transfer from central state to local government in particular are a highly political issue that influence the health reform strategies towards decentralization (Bossert and Beauvais 2002) . There are constant changes in the decentralization policy with continuous shifts with successive governments and administrations leading to an endless and resources consuming process.
The link between the context and degree of decentralization, and the outcomes of decentralization was explored in this review based on the decision space theory presented by Bossert and Beauvais (2002) . In their comparative analysis, Bossert and Beauvais (2002) acknowledge that there is limited evidence on the impact of decentralization on the health system performance, specifically in achieving equity, efficiency, quality and financial soundness. We have therefore focused on the relationship between the degree of decentralization and the control of functions transferred to local governments. The findings of our review suggest that a higher degree of decentralization is not always associated with wider ranges of control as shown by the case of Uganda and Zambia. A deconcentrated health system like in Zambia, where the shift in authority is to regional or district offices, offers the same range of choice over functions as the health system in Uganda where the shift is to autonomous elected district councils (Bossert and Beauvais 2002) . This highlights some issues from the decision space approach such as the effect of larger decision space on taking innovative decisions and making a difference in performance (Bossert 1998) .
Another major finding from the review is the complexity of implementing decentralization schemes which strongly impact the health service organization and delivery, especially the relationships and responsibilities between local governments and health boards, the coordination and monitoring mechanisms among the stakeholders and decentralization implementation bodies. The differences in perceptions and beliefs of stakeholders concerning decentralization, and the numerous concerns and challenges associated with the decentralization process may result from the misunderstanding of the decentralization objective, the implementing framework and the role of the different stakeholders.
However, we also identify some good practices. Good practices in health skills and resources transfer are reported mainly in Anglophone countries, which could indicate the influence of colonial heritage. The key determinants have to do with the type of decentralization, the central government will to make the legislative and administrative changes required for the effectiveness of decentralization. Khemani (2006) indicates that the way in which decentralization is carried out (the sequencing; the choice among different forms of decentralization, and how the politics is managed) can be just as important to service delivery as the decision to decentralize itself.
It should be acknowledged that we base the above conclusions on limited empirical evidence. Specifically, our literature search, even though systematic, resulted in a limited number of relevant publications that show evidence on the link between decentralization and health services. This suggests that despite the growing expansion of decentralization policy and programmes, the relation between decentralization and health services provision in SubSaharan Africa is largely unexplored research area. Future research needs to explore the use of financial resources by local government, factors that drive local decision-making processes and the effects of decentralization on health sector performance. Moreover, our review of the discussions on validity and reliability of the studies presented in the publications, suggest limitations of some study designs and methods, which prevent very specific generalizations based on this review. To enlarge the knowledge base on decentralization in health care, which is particularly absent in Sub-Saharan Africa, and to provide evidence useful for policy-making in this region, attention should be paid to a systematic and rigorous evaluation of related policy interventions. Such approach should make use of theoretical conceptualizations, such as those offered by Mills et al. (1990) , Mills (1994) and Bossert (1998) , as well as experience with decentralization evaluation in other developing countries (Maharani and Tampubolon 2014) .
Nevertheless, we can still conclude that the outcomes of decentralization on health services delivery in Sub-Saharan Africa are mixed. There are some important context-related factors that can facilitate a successful implementation of the decentralization policy. These factors include: the appreciation of the role of all stakeholders by politicians; adequate availability and efficient utilization of resources, reasonably developed infrastructure prior to the policy change, appropriate sensitization and training of those implementing policies, and good will and active involvement of the local community. These factors need to be considered when implementing or amending decentralization policies in Sub-Saharan Africa.
